Tocilizumab for treating refractory haemolytic anaemia in a patient with systemic lupus erythematosus SIR, Treatment of SLE is based on a judicious combination of glucocorticoids (GCs) and immunosuppressants. The variety of effective immunosuppressants has increased in recent years, but there is still a percentage of patients with resistant manifestations. Rituximab has been the first biologic drug effective in the treatment of resistant SLE [14] . Belimumab appears effective in SLE, but has not been tested in this context. We report a patient with SLE and autoimmune haemolytic anaemia (AIHA) resistant to GC and immunosuppressants treated with tocilizumab, a humanized mAb that blocks the IL-6 receptor.
A 52-year-old woman with SLE had AIHA resistant to GC and immunoglobulins and was treated with rituximab, four weekly doses of 375 mg/m 2 , associated with CYC (two doses of 750 mg i.v. biweekly) and GC (deflazacort 60 mg/day, equivalent to prednisone 50 mg/ day, with posterior tapering). Complete remission was achieved. AIHA recurred 1 month after stopping GC, with new remission after another cycle of rituximab, and again 3 years later. A third cycle of rituximab was incompletely administered because of infusional reaction, without achieving remission. Deflazacort was increased to 90 mg/day (equivalent to prednisone 75 mg/day) and ciclosporin (4 mg/kg/day) was started. AIHA remitted, but recurred after stopping GC. Ciclosporin was replaced by MMF (2 g/day). After transitory remission, AIHA recurred 9 months later without response to GC (deflazacort 60 mg/day) and CYC (750 mg i.v.). Blood tests showed the following data: haemoglobin 57 g/l, reticulocytes 334.7 Â 10 9 /l (15.8%), positive direct Coombs test, absence of schistocytes in blood smear, haptoglobin 20.9 mg/dl (normal range 30200), lactate dehydrogenase 264 UI/l (normal range 135225), total bilirubin 1.92 mg/dl (normal range 0.11.2), direct bilirubin 0.55 (normal range 00.35), CRP 11.1 mg/l, hypocomplementaemia and normal levels of platelets, vitamin B12, folic acid, iron and ferritin. She was treated with five daily pulses of methylprednisolone (1 g/day); doses of deflazacort and MMF were maintained and tocilizumab (8 mg/kg biweekly) was started after patient's informed consent and approval by the Hospital Commission of Pharmacy were obtained. Four weeks later the haemoglobin level became normal and the other altered parameters improved (Fig. 1) . GC was tapered and stopped 10 weeks after starting tocilizumab, which was reduced to 4 mg/kg biweekly at week 12. Compensated haemolysis data were detected at week 16, but rapidly improved after adding GC (deflazacort 30 mg/day) and increasing the dose of MMF (3 g/day) and tocilizumab (8 mg/kg biweekly). After achieving stabilization of blood disorders, we will try again to reduce the daily dose of deflazacort. IL-6 is a pleiotropic cytokine produced by various cell types, with broad biological activities. It is expressed at high levels in inflammatory foci and seems to play a central role in chronic inflammation. There are data supporting the importance of IL-6 in the pathogenesis of SLE [5] . Blockade of IL-6 with tocilizumab is effective in RA, JIA and Castleman's disease, and was also effective in a pilot open trial in a small group of patients with moderately active SLE [5] . Disease activity showed a significant improvement, with particularly favourable response of arthritis, and levels of inflammatory reactants, IgG, anti-dsDNA antibodies and plasma cells in peripheral blood were significantly reduced. There were no infusional reactions. Sixteen infections were detected in 11 patients, mostly mild and all with a good outcome. There was a dose-dependent decrease in the neutrophil count, with grade 3 neutropenia in two cases, but there was no temporal relationship between neutropenia and infection. Two cases of AIHA with favourable response to tocilizumab had been previously reported [6, 7] , one of them associated with Castleman's disease, but, to our knowledge, this is the first reported case of a patient with SLE and AIHA refractory to medical treatment with good outcome after adding tocilizumab. Treatment avoided splenectomy as a last therapeutic option. The patient had no infections or other adverse events during treatment. Although larger studies are needed, we believe that tocilizumab is an option to be considered in SLE patients unresponsive to other treatments.
Rheumatology key message
. Tocilizumab can be helpful in treating SLE patients with refractory AIHA. 
